Based on previous research on leadership and follower health, three questions need to be answered or clarified. These questions refer to what health-specific leadership behavior is, whether motivational and cognitive aspects provide information beyond such behavior, and what role followers play in the leadership-health link. We introduce a new concept and measure of Health-oriented Leadership (HoL). This concept combines leaders' health-specific orientation towards followers (StaffCare; i.e., health behavior, health awareness, and value of health) and followers' health-specific attributes toward themselves (SelfCare). We present tests of construct and criterion validity from two field studies. The findings of Study 1 (N = 535) provide evidence for the construct validity of the HoL instrument. Study 2 (N = 383) examined the impact of StaffCare and SelfCare on follower health. As hypothesized, StaffCare as healthspecific leadership is related to followers' state of health, irritation, health complaints, and work-family conflicts. These effects were shown independently from transformational leadership indicating incremental validity. Moreover, the relationship between StaffCare and these outcomes is mediated by followers' SelfCare. The findings contribute to a more comprehensive picture of ways in which leaders can promote follower health by (a) engaging in StaffCare and (b) fostering followers' SelfCare. 
The impact of health-oriented leadership on follower health: Development and test of a new instrument measuring health-promoting leadership
The majority of studies linking leadership and follower health focus on leaders' behavior towards followers. Overall, reviews in this field show that "good" leadership behavior (e.g., supervisor support) is related to higher levels of follower health and lower levels of job stress and burnout (Kuoppala, Lamminpää, Liira, & Vainio, 2008; Skakon, Nielsen, Borg, & Guzman, 2010) . With regard to follower health, most studies have applied the concept of transformational leadership (Franke & Felfe, 2011a; Skakon et al., 2010) . However, measures of general leadership behavior such as transformational leadership may be too vague about specific health-related actions of leaders (Franke, Vincent, & Felfe, 2011) . To address this issue, recently, authors have started to investigate health-specific leadership behavior. Gurt, Schwennen, and Elke (2011) have examined health-oriented communication as an aspect of health-domain specific leadership. Vincent's "Health-and development-promoting leadership" (2012) examines the degree to which leaders improve health-relevant job characteristics. However, the "Health-oriented Leadership" (HoL) approach of Franke and Felfe (2011b) goes beyond these studies in providing a broader model of health-specific leadership behavior. This approach addresses more aspects of leaders' communication and health-promoting design of working conditions and also attends to the leaders' values and awareness towards follower health and the followers' own health-oriented values, awareness, and behavior.
Although previous studies imply that leadership affects health directly via communication and indirectly via job characteristics, at least three important questions require further research: (1) Besides general positivity, what form do health-specific leadership behaviors take? (2) How can leaders affect what followers do to improve their own health at work? (3) Beyond behavior, how do motivational and cognitive aspects of leadership and followership affect followers' physical and mental health outcomes?
Regarding the first question, initial research has emphasized the important role of leadership that is focused on job characteristics (e.g., Vincent, 2012) . The importance of job design has also been supported by research on the underlying mechanisms that link follower-oriented leadership (e.g., transformational leadership, LMX) and follower health. Hence, followers who perceive their leaders as follower-oriented also rate their job characteristics (e.g., role clarity, meaningful work) more positively. Such characteristics in turn have been found to be associated with more favorable health outcomes (Arnold, Turner, Barling, Kelloway, & McKee, 2007; Nielsen, Yarker, Brenner, Randall, & Borg, 2008; Thomas & Lankau, 2009 ). Furthermore, health-specific communication (e.g., discussing health topics) has also been shown to be distinct from general leadership behavior (Gurt et al., 2011) .
However, more aspects of health-specific leadership need to be considered. Hence, health-specific communication also includes talking directly to followers when they seem to be stressed and finding solutions together, prioritizing tasks, as well as motivating followers to participate in worksite health promotion (WHP) activities followers care for their own health. Third, it provides the first examination of the construct and criterion validity of the HoL measure based on follower reports. This provides the empirical underpinnings of important parts of the theoretical model and provides further insights into health-specific leadership. Fourth, in comparing the impact of HoL to transformational leadership, we augment Vincent's (2012) recent finding that health-specific leadership captures unique effects beyond transformational leadership. Increments in the explanation of health outcomes add knowledge about what specific leadership attributes are effective with regard to health and increase our capacity to predict, diagnose, and train health-promoting leadership more effectively.
Health-oriented leadership
HoL captures follower-directed health-promoting leadership (i.e. StaffCare) and self-directed health-promoting leadership (i.e. SelfCare). Referring to Hobfoll's Conservation-ofResources theory (COR, 2001 ), resources can be described as objects, conditions, or energies that enable individuals to promote or protect their health. Two categories of resources can be distinguished: internal resources which describe cognitive aspects and action patterns (e.g., health knowledge, healthy lifestyle) and external resources that have social and organizational aspects (e.g., social support, health-promoting organizational climate). In terms of these categories, we define the leaders' StaffCare as an external resource providing followers with health-promoting working conditions and support that is protective of their health. We define SelfCare is an internal resource that enables individuals to protect or promote their health by dealing appropriately with job demands and fostering health-promoting working conditions. (Franke, Ducki & Felfe, in press) Figure 1 summarizes the whole HoL concept (Franke, Ducki, & Felfe, in press) and specifies links between StaffCare, SelfCare, and health within the "house of HoL". In this house, the leaders' SelfCare builds the foundation of health-promoting leadership. The way leaders think, feel, and behave with regard to their own health (SelfCare) is seen as providing important foundations for follower-directed health-promoting leadership (StaffCare) and for role modeling that helps followers deal with their health issues. In the remainder of the paper, we address the upper part of the house and focus on the links between perceived StaffCare, followers' SelfCare, and followers' health outcomes.
Both StaffCare and SelfCare embrace three components: health behavior, value of health, and health awareness. Health behavior refers to personal activity and engagement in health-relevant actions. Follower-directed health behavior (StaffCare) includes providing healthy working conditions (e.g., through job design, climate), enabling and encouraging followers engage in healthy working behavior (e.g., to follow safety rules, avoid disturbances and excessive overtime), and providing information about health and safety issues. In the case of existing WHP programs, behavior also encompasses support for followers' participation. Value of health refers to individuals' interest in health and the extent to which they attach importance to health. With regard to StaffCare, it includes the leaders' concern for their followers' health and their sense of responsibility for followers' health. Felt responsibility is associated with appropriate perceptions of the risks of occupational stress and of the need for action (Daniels, 1996; Dellve et al., 2007) . Thus, value of health should be associated with both behavior and awareness. Health awareness embraces attention, sensitivity, and reflection related to health, job-related strain, and conditions that influence these states. With regard to StaffCare, it includes the leaders' ability to properly evaluate followers' stress level and to be aware of signs of strain among followers. Mindfulness as a state of consciousness and attention to ongoing events is a related concept and one whose importance for health at work has recently been emphasized in other research (see Hülsheger, Alberts, Feinholdt, & Lang, 2013) .
All three components of HoL -value of health, health awareness, and healthspecific behavior -are relevant for effective health-oriented leadership. Thus, ideally, all three components should be fulfilled. For example, followers may have the sense (a) that their leaders feel responsible for follower health (value), (b) recognize when followers are stressed (awareness), and (c) are interested in promoting follower health. However, followers might also recognize deficits in regard to all three of these components. For instance, they may perceive the leader as sometimes acting to promote their health (e.g., by identifying WHP activities in team meetings) but nevertheless feel that he or she does not really feel responsible for follower health (e.g., thinking that "Health is private matter"). These followers might interpret the leader's behavior as conformity to rules or halfhearted engagement and conclude that their health is not a valued issue. In another case, followers might see their leader to be aware of their high level of stress and as being highly motivated to decrease their demands but as not to be able to change the situation (e.g., due to lack of decision latitude). In yet another case, followers might perceive that a leader does not recognize who is stressed and why (e.g., when one team member retreats from social contact). These examples all il-lustrate our claim that each of the three components provides information that is valuable in health-promoting leadership.
In the first phase of our research, we examine issues of factorial validity and assume that health awareness, value of health, and health behavior are distinct but related components. We assume that followers differentiate between their own awareness, value, and behavior as well as between their leader's awareness, value, and behavior with regard to health. More specifically, this study tests the following hypothesis:
Hypothesis 1: Health awareness, value of health, and health behavior are related but distinct components of self-directed health-oriented leadership (SelfCare) as well as of follower-directed health-oriented leadership (StaffCare).
In the second phase, construct validity is addressed. As HoL is a new concept, it is important to examine whether SelfCare and StaffCare have differential relations to health-relevant characteristics. On the one hand, we understand StaffCare as an external resource. Thus, it should be related to characteristics of the task or of the working context. On the other hand, as an internal resource, SelfCare should have more in common with followers' individual work behavior. We examine three characteristics of the task and working context: (a) task content involving aspects of job control, role clarity, and meaningfulness -aspects that have previously been addressed by studies on the leadership-health link (e.g., Arnold et al., 2007) , (b) social working climate including positive interactions among colleagues because leaders play an important role for followers' climate perceptions (e.g., Dragoni, 2005) and because social climate is an important psychosocial predictor of health (e.g., Haber, Cohen, Lucas, & Baltes, 2007) , and (c) physical working environment because physical demands are also important predictors of health besides psychosocial demands (e.g., Canjuga, Läubli, & Bauer, 2010) . As a high level of StaffCare means that leaders are aware of demanding situations and that they attach value to and engage in creating less demanding, healthpromoting working conditions, we assume StaffCare to be positively related to task content, working climate, and working environment. Overcommitment is described as an individual proclivity to overstrain oneself and to perform over one's resources (Rödel, Siegrist, Hessel, & Braehler, 2004) . Although also influenced by leadership and job demands, we considered overcommitment to be a more individual characteristic of the employee because of its clear focus on individual working style, similar to other internal characteristics (e.g., resilience, coping style). Employees who overcommit (e.g., work very long, skip breaks, take work home) have a higher risk of experiencing job strain more frequently and more intensely than employees who do not (Rödel et al., 2004) . As SelfCare involves feeling responsible for one's own health, being aware of personal demands and stress signals, and being motivated to behave in a health-promoting way, individuals with high levels of SelfCare are therefore predicted to show less overcommitment. In terms of construct validity, we assume differential relationships for StaffCare and SelfCare with these characteristics. This therefore leads to the following hypothesis:
Hypothesis 2: StaffCare is more strongly related to task content, working climate, and working environment whereas SelfCare is more strongly related to overcommitment.
In the third phase, we address criterion validity. Theoretically, StaffCare should reduce the risk of physical and mental health problems and enhance well-being. Amongst other things, this is because reducing demands and providing resources and support should lower the level of irritation, a risk indicator of mental health. Followers whose leaders engage in StaffCare should be more likely to perceive themselves to benefit from resourceful working conditions and support, and to feel that their concerns are taken seriously. These followers will in turn report less strain, health complaints, and also fewer difficulties in balancing work and family duties because StaffCare also provides support for reducing time demands. Conversely, followers whose leaders do not practice StaffCare will report higher levels of demanding working conditions, less support, and fewer experiences of being taken seriously. They will thus have a higher risk of resource loss and will report more strain, health complaints, and more difficulties regarding work-life balance. Consequently, we hypothesize:
Hypothesis 3a: StaffCare is positively related to followers' state of health and negatively related to irritation, health complaints, and work-family conflicts.
Furthermore, we examine the explanatory power of StaffCare more rigorously by testing its incremental validity beyond general leadership. Vincent (2012) provided support for independent health effects of health-specific leadership over and above individualized consideration as one important component of transformational leadership. Because StaffCare relates to health-specific rather than general leadership, it should extend explanatory power in predicting health outcomes. Following Vincent's recommendation, we use the global measure of transformational leadership instead of single components and hypothesize:
Hypothesis 3b: StaffCare explains unique variance in the health outcomes beyond transformational leadership.
We further assume that leaders who provide StaffCare also enable followers to protect and augment their own health-relevant resources (i.e. SelfCare). When leaders motivate followers to behave in a health-promoting way and provide favourable working conditions, followers may practice more SelfCare. Conversely, followers whose leaders do not practice StaffCare will perceive less opportunity for and support in practicing SelfCare. Thus, we expect StaffCare to be positively associated with followers' SelfCare. In turn, we assume that, as an internal resource, SelfCare will be linked to follower health. Followers who are aware of their demands and stress signals, who are highly motivated to care for their health, and who behave in a health-promoting way should be better able to protect their health and cope with work demands. These followers in turn should report better states of health and less irritation, as well as fewer complaints and less work-family conflicts. On the other hand, followers who do not practice SelfCare have a higher risk of resource losses and less opportunity to cope with demands. They will report less well-being, more stress, and more interference be-tween work and family duties. According to COR theory (Hobfoll, 2001 ), we expect a positive relationship between SelfCare and state of health and a negative relationship between SelfCare and irritation, health complaints, and work-family conflicts. Overall, then, we assume that StaffCare is related to the followers' SelfCare which in turn is linked to health. Consequently, we hypothesize that the link between StaffCare and follower health is mediated via follower SelfCare as follows:
Hypothesis 4: The link between StaffCare and health outcomes is mediated via followers' SelfCare such that the followers' perceptions of StaffCare are positively linked to their personal SelfCare which in turn is positively associated with their health.
Scale development
The HoL instrument was developed in three steps. First, based on theoretical considerations, previous literature, and interviews with employees and supervisors, a pool of 88 items was generated. These items had to be work-related, health-specific but widely applicable. Second, six experts in the fields of W/O psychology and HRM examined the content validity of these items. Third, we conducted a pilot test with 25 employees (20 followers and 5 supervisors) from four organizations. These employees rated the items in terms of their clarity and suitability. These steps resulted in the final version of the scale presented here.
Study 1: Psychometric properties and construct validity
In Study 1, we investigated the construct validity of the HoL measure. More specifically, we studied whether the components of StaffCare and SelfCare are related but distinct from each other (Hypothesis 1) and whether they show differential correlation patterns to internal characteristics (i.e. overcommitment) and external job characteristics (i.e. working environment, task content, and working climate) in line with Hypothesis 2.
Method

Sample and procedure
Data were collected from 535 employees in Germany. Respondents worked in various industries with the majority working in the service sector (63%). Other sectors were, for example, healthcare, education, IT and telecommunication, and public administration. The sample consisted of 315 women (59%). About one third of respondents (36%) were up to 30 years old, 20% up to 40 years old, 24% up to 50 years old, and 20% older than 50 years. Ranging from six months up to 28 years, the average tenure the respondents worked for their immediate leader was 5 years (SD = 4.99). Participants were contacted directly or via the companies interested in the study. Online and paper-pencil questionnaires were provided. In exchange, a presentation of the results was offered to participating companies. The questionnaires were administered and retrieved either personally or via email. Participants were informed that participation was on a voluntary basis and that all data would remain anonymous.
Measures
StaffCare was assessed using 15 items: 5 items for health awareness (e.g., "My supervisor immediately notices when something is wrong with my health"), 3 items for value of health (e.g., "It is important for my supervisor to reduce health risks at my workplace"), and 7 items for health behavior (e.g., "My supervisor invites me to inform him/her about health risks at my workplace."). Cronbach's alpha ranged between .84 and .88 (see Table 1 ).
SelfCare was assessed with 13 items: 5 items for health awareness (e.g., "I immediately notice when something is wrong with my health"), 4 items for value of health (e.g., "It is important for me to reduce health risks at my workplace"), and 4 items for health behavior (e.g., "I try to reduce my demands by optimizing my personal worklife balance, e.g., take regular breaks, avoid overtime"). Cronbach's alpha was .80 for awareness, .73 for behavior, and .68 for value. All items were rated on a 5-point scale from 1 (not at all true) to 5 (completely true).
External job characteristics were assessed with scales developed by Felfe and Liepmann (2008) . These capture working environment (2 items: convenient workroom, modern technical equipment), task content (3 items, e.g., interesting working tasks, work autonomously), and working climate (2 items: good organizational climate, good relations to colleagues). Participants rated the extent to which these conditions were fulfilled on 5-point scales from 1 (not at all fulfilled) to 5 (completely fulfilled). Cronbach's alpha for task content was .75, item intercorrelations for working environment and working climate were .68 and .77, respectively. Overcommitment was assessed with the respective subscale of the instrument "work-related patterns of behavior and experience" AVEM (Schaarschmidt & Fischer, 1997) . A sam-ple item is "I tend to work beyond my resources". The 6 items were rated on a 5-point scale ranging from 1 (not at all true) to 5 (completely true). Cronbach's alpha was .87.
Results
In order to test Hypothesis 1, confirmatory factor analyses (CFAs) were conducted. These analyses were performed using Mplus 6.1 (Muthén & Muthén, 2010) . To verify the fit of the models, Ʒ 2 , Ʒ 2 /df, CFI, and RMSEA were calculated. We compared the postulated 6-factor model with alternative models and used the Ʒ 2 difference test (Schermelleh-Engel, Moosbrugger, & Mueller, 2003) . The hypothesized model with six correlated factors yields the best fit indices: Ʒ 2 (335) = 889.00 (p < .01), Ʒ 2 /df = 2.65, CFI = .92, and RMSEA = .05 (Table 2 ). Thus, model fit is acceptable (according to criteria laid out by Schermelleh-Engel et al., 2003) . Furthermore, the Ʒ 2 difference test reveals significant differences compared to the alternative models indicating that the 6-factor model should be favoured. These findings thus provide support for Hypothesis 1. As all study variables were based on self-reports, we additionally tested the measurement model including task content, working environment, working climate, and overcommitment. The postulated 10-factor model also revealed an adequate fit (Ʒ 2 (734) = 1806.65 (p < .01), Ʒ 2 /df = 2.46, CFI = .89, RMSEA = .05). The introduction of a method factor for detecting common method variance leads to only marginal changes in the fit indices: Ʒ 2 (733) = 1794.05 (p < .01), Ʒ 2 /df = 2.45, CFI = .89, and RMSEA = .05. Therefore, common method variance appears not to be a severe problem in this data. Note. N = 535 employees, models: 1-factor (one latent factor), 2-factor (StaffCare loading on one latent factor and SelfCare on the other one), 4-factor (awareness and value loading on one latent factor, behavior loading on another factor for both StaffCare and SelfCare), 6-factor (three StaffCare components loading on three latent factors and three SelfCare components loading on three latent factors), ¨Ȥ 2 comparison of the respective model with the 6-factor model, * p < .05, ** p < .01,*** p < .001.
We conducted correlational analyses to test Hypothesis 2. Table 1 shows positive correlations between StaffCare and task content, working environment, and working climate (average r = .30, ranging from .17 to .44, p < .001). The correlations between SelfCare and these evaluations are lower (average r = .14, ranging from .05, p > .05 to .24, p < .001). In contrast, SelfCare is negatively related to overcommitment (average r = -.22, ranging from -.10 to -.30, p < .01). StaffCare and overcommitment are correlated to a lower extent (average r = -.14, ranging from -.14 to -.15, p < .01). In line with Hypothesis 2, these findings provide support for the expected differential pattern as StaffCare is associated with external job characteristics and SelfCare is associated with individual working behavior.
Discussion
This initial investigation of the factor structure of our health-related measures indicated that employees perceive awareness, value, and behavior as distinct aspects of StaffCare as well as of SelfCare. Thus, the theoretically postulated factor structure can be supported empirically. Although value, awareness, and behavior are related concepts, they are evaluated differentially. For example, a high value score does not necessarily imply a high level of awareness or behavior. This differentiation is valid with regard to both others' health (i.e. StaffCare) and one's own health (i.e. SelfCare). The correlations between the StaffCare components were higher than those between the SelfCare components. This is a finding that we will return to consider further in the General Discussion. Furthermore, the findings show higher correlations for StaffCare and perceptions of task content, working environment, and working climate than for SelfCare. In contrast, SelfCare is more strongly correlated with overcommitment than is StaffCare. These patterns suggest that self-directed health awareness, value, and behavior (i.e. SelfCare) have more in common with the individual's internal characteristics, whereas follower-directed health awareness, value, and behavior (i.e. StaffCare) are more proximal to external characteristics of the individual's workplace. This finding is consistent with our theoretical reasoning that although employees may influence their work environment, external job characteristics are more driven by leaders' behavior. In contrast, followers' own working style is more directly linked to their SelfCare than to the leaders' StaffCare.
Due to the cross-sectional design of the study, it is not possible to provide a causal interpretation of these findings. As we used self-reports for all variables, correlations may also be affected by common method bias (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003) . In Study 2 we address these issues and assess the independent variables (StaffCare and SelfCare) at Time 1 and the dependent variables (health outcomes) at Time 2, four months later. This procedure reduces the risk of third factors (e.g., mood) affecting the relationships between these variables. Nevertheless, despite these limitations, Study 1 provided initial support for the construct validity of the HoL measure.
Study 2: Cross validation and criterion validity
Study 2 extends Study 1 by seeking to replicate the psychometric quality of our HoL scales in another sample. Moreover, we seek to examine criterion validity with regard to health outcomes, by assessing HoL and the health outcomes separately with a time lag of four month, and by examining the effects of StaffCare on health outcomes beyond transformational leadership.
More specifically, in line with Hypothesis 1, we first seek to replicate the factor structure of HoL. Second, in line with Hypothesis 3a, we test whether StaffCare is positively related to state of health and negatively related to irritation, health complaints, and work-family conflicts. In line with Hypothesis 3b, we expect these links to be independent of transformational leadership (demonstrating the incremental validity of HoL measures). Third, in line with Hypothesis 4, we test whether followers' SelfCare mediates the link between StaffCare and their health outcomes.
Method
Sample and procedure
The sample consisted of 383 employees in Germany who were mainly employed in the service sector (88%) and in healthcare, education, administration, and other sectors (12%). Overall, 66% were women. The majority of respondents (31%) were between 41 and 50 years old, 28% were up to 30 years old, about 23% were 31 to 40 years old, and 18% were older than 50 years. On average respondents had been working for their immediate leader for 5 years (SD = 4.55), ranging from 1 year to 37 years.
We conducted an online survey to collect the data. Participants were provided with a link to the survey via email. In order to reduce the risk of common-method bias, data was collected at two different measurement points (cf. Podsakoff et al., 2003) . At Time 1 (T1), participants rated StaffCare, SelfCare, and transformational leadership. Based on recommendations of van Dierendonck, Haynes, Borril, and Stride (2004), we chose a time lag of four months. At Time 2 (T2), participants rated their health outcomes. In return for participating, companies were provided with a summary report. Participants were informed that participation was on a voluntary basis and that data would be treated confidentially. We matched T1 and T2 via an anonymous code generated by participants.
Measures
StaffCare and SelfCare were assessed with the same items as in Study 1. Cronbach's alpha ranged between .77 and .84 for StaffCare and between .67 and .75 for SelfCare (see Table 3 ).
Transformational leadership was assessed with the German version of the Multifactor Leadership Questionnaire (MLQ 5X short; Felfe, 2006) . This version was based on the translate-retranslate method that involved independent translators forward and back translating. Each component was measured with 4 items. Sample items are: "My leader ... considers that I have different needs, abilities, and aspirations from others" (individualized consideration), "goes beyond self-interest for the good of the group" (idealized influence attributed), "specifies the importance of having a strong sense of purpose" (idealized influence behavior), "seeks differing perspectives when solving problems" (intellectual stimulation), and "talks enthusiastically about what needs to be accomplished" (inspirational motivation). Participants rated all items on 5-point frequency scales from 1 (never) to 5 (almost always). The global measure of transformational leadership was used. Cronbach's alpha was .95.
State of health is a single-item measure assessing overall individual health. This type of measure is widely used and was taken from the German version of the Copenhagen Psychosocial Questionnaire COPSOQ (Nübling, Stössel, Hasselhorn, Michaelis, & Hofmann, 2006) . The translated and adapted German version was shown to be valid and reliable (for information about translation and validity see Nübling et al., 2006) . Participants rated their state of health on a scale from 0 (worst conceivable health) to 10 (best conceivable health). Note: N = 383 employees, aw health awareness, val value of health, beh health behavior, TL transformational leadership, compl complaints, w-f work-family, a one-item measure (11-point rating scale).
Irritation describes negative consequences of work-related cognitive and emotional strain and was assessed using the scale created by Mohr, Rigotti, and Müller (2009) . A sample item is "I have difficulty relaxing after work". Items were rated on a scale from 1 (not at all true) to 5 (completely true). Cronbach's alpha was .91. Health complaints describe manifest signs of progressive strain. A 5-item short version of the respective scale developed by Mohr (1986) was administered. Respondents indicated whether they suffer from different types of health complaints (e.g., cardiovascular diseases, sleep disturbances, gastrointestinal problems) on a 5-point scale from 1 (not at all true) to 5 (completely true). Cronbach's alpha was .72.
Work-family conflict captures difficulties meeting family obligations due to work and was assessed by five items based on the Work-Family Conflict Scales of Netemeyer, Boles, and McMurrian (1996) . The items were taken from the German version of the COPSOQ (Nübling et al., 2006) . A sample item is "My job produces strain that makes it difficult to fulfil family duties". Items were rated on a 5-point scale from 1 (not at all true) to 5 (completely true). Cronbach's alpha was .93.
Results
Means, standard deviations, and alphas for all Study 2 variables are displayed in Table  3 . Correlations between variables are presented in Table 4 . .38*** -.34*** -.27*** -.40*** .19*** .21*** .26*** .31*** .34*** .35*** Note: N = 383 employees, gender (1 male, 2 female), age (1: < 20y., 2: 21-30y., 3: 31-40y., 4: 41-50y., 5: > 50y.), employment (1 full-, 2 part-time), compl complaints, w-f work-family, aw health awareness, val value of health, beh health behavior, TL transformational leadership,* p < .05, ** p < .01, *** p < .001
Hypothesis 1 was again tested by CFAs conducted with Mplus 6.1 (Muthén & Muthén, 2010) . The procedure was the same as in Study 1. As Table 5 shows, the postulated model with 6 correlated factors yields the best fit indices: Ʒ 2 (335) = 712.86 (p < .01), Ʒ 2 /df = 2.13, CFI = .90, and RMSEA = .05. Accordingly, model fit is acceptable (cf. Schermelleh-Engel et al., 2003) . Furthermore, the Ʒ 2 difference test reveals significant differences compared to alternative models indicating a superior fit of the hypothesized model relative to others. These findings again provide support for Hypothesis 1. Hypothesis 3a predicted a significant relationship between StaffCare and health outcomes. An examination of the zero-order correlations in Table 4 reveals that all three StaffCare components at Time 1 are positively related to the state of health at Time 2 (r = .24 -.29, p < .001), while correlations with irritation are negative (r = -.21 --.24, p < .001). Similar results are found for health complaints (r = -.20 --.23, p < .001) and work-family conflicts (r = -.23 --.30, p < .001). These results provide support for Hypothesis 3a. Furthermore, SelfCare is positively correlated with state of health (r = .13, p < .05 -.38, p < .001) and negatively with irritation (r = -.12, p < .05 --.34, p < .001) and work-family conflicts (r = -.18 --.40, p < .001). With regard to health complaints, awareness and behavior are significantly correlated (r = -.17 and -.27, respectively, p < .001) whereas value fails to reach significance. Overall, the correlations are highest for the behavior component and lowest for value. Note. N = 383 employees, models: 1-factor (one latent factor), 2-factor (StaffCare loading on one latent factor and SelfCare on the other one), 4-factor (awareness and value loading on one latent factor, behavior loading on another factor for both StaffCare and SelfCare), 6-factor (three StaffCare components loading on three latent factors and three SelfCare components loading on three latent factors), ¨Ȥ 2 comparison of the respective model with the 6-factor model,* p < .05, ** p < .01,*** p < .001.
Hypothesis 3b predicts unique effects of StaffCare on health outcomes beyond transformational leadership. To test this, hierarchical regression analyses were conducted for each of the four health outcomes. In the first step, we included age and gender, which could be expect to confound the link between HoL and health (e.g., Vincent, 2012) , and transformational leadership. In the second step, the three components of StaffCare (i.e. awareness, value, and behavior) were added to the analyses. Variance Inflation Factors were examined in all analyses (VIF = 1.01 -2.42) and yielded no signs of severe multicollinearity (O'Brian, 2007) . As displayed in Table 6 , transformational leadership is significantly related to health outcomes in Step 1: health (Ƣ = .23, p < .001), irritation (Ƣ = -.17, p < .001), health complaints (Ƣ = -.14, p < .001), and work-family conflicts (Ƣ = -.22, p < .001). However, StaffCare explains additional variance in health (ƅR 2 = .04, p < .001), irritation (ƅR 2 = .04, p < .001), health complaints (ƅR 2 = .04, p < .01), and work-family conflicts (ƅR 2 = .06, p < .001). The behavior component appears to be a relevant predictor of all outcomes. Awareness is predictive of irritation and health complaints while value is only predictive of workfamily conflicts. Moreover, transformational leadership fails to remain significant when HoL components are included. Although not all components of StaffCare contribute to explaining outcomes in every case, the significant increments by StaffCare provide support for Hypothesis 3b. Hypothesis 4 predicts that StaffCare should be positively related to followers' SelfCare which in turn should be positively associated with their health. Following Preacher and Hayes (2008) , multiple mediation analyses were conducted because SelfCare (the mediator) comprises three components (i.e. awareness, value, and behavior). We conducted 12 analyses (3 StaffCare components X 4 health outcomes) with the macro INDIRECT specified by Preacher and Hayes (2008) . We used bootstrapping technique to examine the significance of indirect effects (bias corrected and accelerated 95%-confidence intervals). The results for the mediation analyses are displayed in Table 7 . For ease of presentation, the total effects of StaffCare (c), the effects of StaffCare controlled for the three SelfCare components (c´), the total indirect effects (i.e. total ab), and the confidence interval for the total indirect effects are presented for each health outcome. All analyses were controlled for gender, age, and transformational leadership. Step 1
Step 2 Step 1 Step 2 Step 1 Step 2 Step 1 Step 2 Note: N = 383 employees, beta weights, gender (1 male, 2 female), age (1: < 20y., 2: 21-30y., 3: 31-40y., 4: 41-50y., 5: > 50y.), compl complaints, con conflicts, TL transformational leadership, aw health awareness, val value of health, beh health behavior, * p < .05, ** p < .01, *** p < .001
As Table 7 shows, StaffCare is significantly associated with all health outcomes (c coefficients range between |.18 -.60|) but decreases when controlling for the indirect effects of the SelfCare components (c´). As expected, total indirect effects (total ab) in any case provided significant support for the expected mediation (Hypothesis 4). Thus, followers who perceive their leaders to provide StaffCare show higher levels of SelfCare which in turn is associated with better health and less irritation, fewer health complaints, and fewer work-family conflicts. In half of the cases, c´ remained significant indicating a partial mediation via SelfCare. Hence, StaffCare appears to affect follower health both directly and indirectly. StaffCare behavior T1 -.35*** -.21* -.14 -.22, -.08 Note: N = 383 employees, every mediation analysis controlled for gender, age, and transformational leadership; bootstrapping: k = 5000, bias corrected and accelerated confidence interval (95%), * p < .05, ** p < .01, *** p < .001
General discussion
The aims of this paper were to introduce the HoL concept and to develop measures to assess StaffCare and SelfCare. To this end, the construct and criterion validity of StaffCare and SelfCare were investigated in two field studies. In both studies, factor analyses provided empirical support for the theoretically postulated factor structure of the HoL measures. In particular, health awareness, value of health, and health behavior were found to capture related but distinct psychological aspects of SelfCare and StaffCare.
With regard to previous research on leadership and health, we sought to address three questions with the HoL approach: (1) What are health-specific leadership behaviors besides generally positive leadership that improve followers' health? (2) What is the role of followers' health behavior in the leadership process and how can leaders affect what followers do for their own health at work? (3) How do the motivation and cognition of leaders and followers in terms of value and awareness influence followers' physical and mental health outcomes? Accordingly, we now use these questions as a basis for structuring our discussion of the studies' findings and of their implications for the field.
Referring to the first question, the measure for health-specific behavior was newly developed on the basis of previous research. Existing studies mainly focused on follower-directed, generally positive leadership behavior. Recent studies on healthspecific leadership focus either on health-specific communication (Gurt et al., 2011) or on generally positive leadership behavior that creates favorable working conditions (Vincent, 2012) . Our findings go beyond these studies in focusing on several specific aspects of health-related leadership: health-specific communication, health-promoting job design, and the provision of specific health-related support. As expected, in Study 1, a combined measure of these elements (i.e. StaffCare behavior) was significantly associated with followers' perceptions of their working task, working climate, and physical environment but to a lesser degree with overcommitment. This finding supports our assertion that StaffCare differs from SelfCare in being more related to the task and working context than to individual working behavior.
In Study 2, we sought to show that StaffCare behavior is correlated with followers' SelfCare and their health outcomes four months later. As hypothesized, followers whose leaders are perceived to engage in health-specific behavior report higher levels of SelfCare awareness and behavior as well as a higher state of health and less irritation, fewer health complaints, and fewer work-family conflicts. In particular, our claim that "health support" is an important facet of health-specific leadership behavior is supported by evidence that StaffCare is associated with follower health via followers' SelfCare.
Another finding that points to the importance of a leader's health-specific behavior is that StaffCare, especially the behavior component, has unique effects beyond his or her transformational leadership. Moreover, the effect of transformational leadership on follower health appeared to be fully mediated by health-oriented leadership as the former becomes non-significant once StaffCare is added to the analyses. This finding is in line with previous research by Vincent (2012) which showed similar effects for one component of transformational leadership (individualized consideration). Hence, StaffCare seems to capture those (i.e. health-specific) aspects of transformational leadership that are responsible for the positive association between transformational leadership and health. The fact that this was shown for four health outcomes, which were assessed separately from leadership, underscores the weight of this result. For it adds to the discussion of general vs. domain-specific leadership (cf., Judge & Kammeyer-Mueller, 2012) by showing that in the domain "follower health", a predictor of similar scope (health-specific leader behavior) provides clearer results than a more general predictor (transformational leadership). Consequently, in order to shed light on these issues, it would seem to be useful to develop context-specific theories of leadership and corresponding measures (Judge & Kammeyer-Mueller, 2012) .
The second question relates to the meaning of followers' SelfCare. Here findings revealed that SelfCare is negatively correlated with risky individual working behavior (i.e. overcommitment). However, it is correlated with followers' perceptions of working task, working climate, and physical environment to a lesser degree. This supports our idea of differential relationships of SelfCare and StaffCare with individual, internal characteristics and external characteristics in terms of the task and working context. As postulated, SelfCare is significantly correlated with favorable health outcomes four months later. Followers who are aware of stress signals, who attach importance to their health, and who behave in a health-promoting way report better states of health and lower levels of irritation, fewer health complaints, and fewer work-family conflicts. These findings support our claim that follower health is not only affected by StaffCare but also by followers' SelfCare. Moreover, as expected, SelfCare is an underlying mechanism that helps explain how StaffCare is related to follower health. Indeed in this way, the findings provide support for an active rather than passive role of followers in the leadership-health link. This extends previous research because it shows empirically that leaders have an effect on what followers do to promote their health, contrary to what leaders themselves often believe (Daniels, 1996) . It also implies that leaders do not only affect follower health via job characteristics (Arnold et al., 2007; Thomas & Lankau, 2009 ), but also via followers' health-related cognitions, motivation, and activities. According to COR theory (Hobfoll, 2001) , perceived StaffCare appears not only to be a resource affecting follower health directly (e.g., social support) but also indirectly as a "conduit" providing followers with resources they need to foster their health.
The third question addresses the meaning of leaders' and followers' motivation and cognitions in terms of the value of health and health awareness. As already mentioned, health awareness, value of health, and health behavior are related but distinct psychological aspects of SelfCare and StaffCare. All components are significantly correlated with health outcomes. The simultaneous test of StaffCare components revealed differential effects (Table 6 ): StaffCare behavior was the strongest predictor and was related to all health outcomes. StaffCare awareness was additionally associated with irritation and health complaints. Value was only related to work-family conflicts when controlling for behavior and awareness. Thus, from followers' perspective, leaders' behavior and awareness contribute independently to followers' level of irritation and complaints whereas leaders' behavior and value contribute independently to followers' amount of work-family conflicts. To summarize, awareness, value, and behavior cover distinct psychological qualities of health-oriented leadership resulting in a more or less predictive power of each component. In particular, the leaders' awareness as an expression of interest, respect, and consideration is meaningful for follower health besides mere actions, whereas value is only important for work-family conflicts.
However, there are also some critical points. First, referring to the interrelations between components, the correlations between StaffCare components are higher than those between SelfCare components in both studies. Given that SelfCare is a selfreport measure and StaffCare is the followers' perception of their leader (i.e. external assessment), these findings may result from a different level of detail. For example, Van Dyne and LePine (1998) compared follower reports (self-report) and supervisor reports (external assessment) on a measure of followers' extra-role behavior. Along the lines of our findings, their comparison revealed lower correlations for self-reports. To account for this, the authors argued that self-reports might be based on "more detailed and more highly differentiated views of their own behavior" than external assessments (p. 118). Accordingly, followers' perceptions of SelfCare may be grounded on more detailed information about their own health-related attributes than those of their leader. They may even draw conclusions in terms of attributions about value and awareness based on the leader's behavior. Moreover, when followers observe their leader they may "see" not just a concrete action but also perceive additional information which they interpret, say, in terms of attitudes and motives. This information can be quite subtle, for example, short comments or questions, attentiveness, gestures or facial expressions, but meaningful with regard to follower outcomes. A similar phenomenon has been observed with regard to social support and health in that perceived social support has been found to be more consistently linked to health than actually received social support (Haber et al., 2007) . Applied to our findings, followers' belief that their leader would feel responsible and would recognize and respond accordingly if they suffered from work-related stress might be an important element of psychological safety that contributes to health independently of actual healthpromoting behavior of their leaders. Shared social identity may provide an additional framework for the understanding of the perceptions of leadership and support (Haslam, Reicher, & Levine, 2012) .
The second critical point relates to the inconsistent findings on value of health. The correlations for SelfCare value were lower than those for the other components. The correlations might be lower because individuals could value health for different reasons. One might value health because it is an important element of personal lifestyle. However, one might also value health because one suffers from sickness and disease. These different meanings of valuing health could be a source of noise in our data and would result in blended correlations in the overall sample. Thus, the direction of influence would depend on the reason why an individual values health. Compared to StaffCare behavior, awareness has unique effects in two of four cases whereas value has only one unique effect. In line with Bandura's argumentation on self-efficacy (1977) , leaders may only show the respective behavior when they are convinced that they may exert influence. Though the findings provide also some support for unique contributions of value and awareness, to some degree, the relationship between value and awareness and health may be partly mediated by health behavior. Indeed, as suggested by a reviewer, value could be a prerequisite for awareness, and value and awareness could both be prerequisites for behavior. Certainly, the causal interrelations of these three components and health outcomes should be considered in future studies. Furthermore, the value component may benefit from a revision addressing the different interpretations of its meaning. Nevertheless, the unique effects of awareness and value beyond mere behavior imply that an isolated focus on leadership behavior (particularly with regard to StaffCare) is unlikely to capture the complexity and full scope of leadership influences on employee health.
Practically, the HoL instrument can be used to create individual HoL profiles providing concrete starting points for leadership development. Besides the measures presented here, a parallel leader version of StaffCare was developed. These parallel versions allow comparing leader and follower reports in terms of health-specific 360° feedback as one facet of worksite health promotion (WHP). When comparing StaffCare follower reports (external assessment) and leader reports (self-assessment), differences in the ratings of awareness, value, and behavior offer promising starting points for sensitization processes and prods to identify possible topics to be addressed in leadership development. For example, an intervention could consider whether leaders are aware of their own and their followers' state of health, whether they are able to recognize signs of stress in the workplace, and what relevant resources they perceive to be both present and absent.
The present results also have implications for WHP activities that can be divided into individual-focused and environment-focused activities. The former hold employee behavior responsible for employee health whereas the latter suggests that environmental factors are responsible (Shain & Kramer, 2004) . Our findings indicate that leaders are important facilitators for both kinds of activities. Indeed, when companies offer WHP programs, leaders not only promote particular working conditions (e.g., ergonomics, working time) but can also motivate followers to take part in individual training (e.g., stress management training, healthy nutrition, sports).
Limitations
It has to be noted that SelfCare, StaffCare, and health outcomes are single source by nature and the relationships between these variables have not been examined in a comprehensive longitudinal design (e.g., cross-lagged panel). Thus, an examination of causality postulated by the HoL concept was not possible. Consequently, reversed effects or the impact of third factors are also possible (van Dierendonck et al., 2004) . For example, followers may evaluate their leaders as more health-oriented when they feel healthy. Alternatively, followers may evaluate their leader more positively because of their or their leaders' identification with the team or other positive attributes (Haslam, Reicher, & Platow, 2011) . However, leadership and health ratings in Study 2 were assessed at separate measuring points with a time lag of four months. Although this design does not allow for testing reverse effects, this explanation is less likely than in cross-sectional designs. Nevertheless, future studies should test the relationship be-tween leadership and health over the long term and examine lagged, synchronous, and reverse effects simultaneously.
Study 1 was also based on cross-sectional data which raises the risk of common method bias (Podsakoff et al., 2003) . Furthermore, third variables such as personality or social identity dynamics may affect the evaluations of leadership and health and result in an overestimation of the effects. However, as the findings across the studies were comparable with regard to means and correlations, it seems that common method bias did not substantially affect the results in Study 1. Moreover, the test of a method factor revealed that there was only a small amount of common method bias in our data. Nevertheless, future studies should consider control variables beyond gender, age, and transformational leadership. At the same time, it is debatable whether the single source problem can be solved with leaders self-rating of their StaffCare instead of relying on followers' reports, because leaders' self-reports may be positively biased by social desirability and of less relevance for followers' experience and reaction. In any case, it would be interesting to examine further the predictive validity of HoL by means of objective health data (e.g., physiological measures, absenteeism records) or spouse ratings of work-family conflict or SelfCare (i.e. the partner evaluating followers' SelfCare).
Outlook
Despite these limitations, this paper provides important answers to the three questions that structured this investigation. In particular, it appears that our understanding of health-promoting leadership is enhanced by taking account not only of extended health-specific behavior but also of awareness and value and considering followers' SelfCare. At the same time, because the HoL concept is fairly new, generalization of the findings is necessarily limited.
In particular, the examination of the leader versions of the HoL measure is pending. Thus far, our findings support the theoretically derived factor structure of StaffCare and SelfCare for follower reports. But in further studies, the psychometric properties and the validity also need to be examined from the leaders' perspective. Moreover, considering the leaders' perspective should enable us to shed light on the foundations of the house of HoL. Thus, it remains an open question whether (or when) leaders who lead themselves in a health-promoting way are more likely to lead their followers properly and whether (or when) they are able to affect their followers' SelfCare through role modelling. Speaking to this issue, and to its likely moderation by social and structural realities, future research should also examine how the relative impact of StaffCare and SelfCare depends on the organizational (e.g., organizational health activities, leaders' decision latitude) and social context (e.g., health-promoting culture, leaders' identification with followers, followers' identification with leaders).
